Study objective -To elicit lay concepts of health and to see whether these are related to various sociodemographic factors, as has been suggested by previous smaller studies. Design and setting-A total of 196 people aged 18 and over were selected, as a representative sample of the general population, from the electoral registers of Walsall and Dudley in the West Midlands. Respondents were interviewed in their own homes in the autum of 1989. Measurements -Open ended and structured questions were used to elicit concepts of health. The three main stages consisted of an unprompted section in which respondents were asked to describe the features of good or poor health in themselves or others; a prompted section in which they were asked to rate 37 health statements using a series of categories from "very important" to "not at all important"; and a section in which they were asked to indicate which of six groups of statements, each representing a particular concept of health, best represented their own notions of health. Results -Health was seen as multidimensional. Irrespective of whether respondents addressed health in self or health in others, or good or poor health, the biomedical dimension remained an important one. The manner by which concepts of health are elicited may provide some explanation as to why so many and varied concepts are alleged to be held by different subgroups of the population (notably different social classes).
Design and setting-A total of 196 people aged 18 and over were selected, as a representative sample of the general population, from the electoral registers of Walsall and Dudley in the West Midlands. Respondents were interviewed in their own homes in the autum of 1989. Measurements -Open ended and structured questions were used to elicit concepts of health. The three main stages consisted of an unprompted section in which respondents were asked to describe the features of good or poor health in themselves or others; a prompted section in which they were asked to rate 37 health statements using a series of categories from "very important" to "not at all important"; and a section in which they were asked to indicate which of six groups of statements, each representing a particular concept of health, best represented their own notions of health. Results -Health was seen as multidimensional. Irrespective of whether respondents addressed health in self or health in others, or good or poor health, the biomedical dimension remained an important one. The manner by which concepts of health are elicited may provide some explanation as to why so many and varied concepts are alleged to be held by different subgroups of the population (notably different social classes).
Conclusions -The differences found in this study between claimed that those who most need the health and social services, are least likely to use them. When one suspects that many of the services and treatments provided by the health and social services are ill matched to the needs and priorities of the recipients, it is tempting to focus on specific socioeconomic subgroupsthose thought of as least likely to respond, in what is seen as an appropriate manner, to health promotion campaigns and appropriate use of health services -to come up with a picture of the concepts held by these subgroups, and point out how and where they differ from those held by the health care providers.
Most of the studies into lay concepts of health found in the published reports have a particular context or hypothesis -for example, "How much do a particular group see health as their own responsibility?"2; "What is the effect of deprivation in a particular background?"3;
or "What are the differences between the classes?"4 These studies have often been small scale and it has therefore been difficult to extrapolate from findings concerning these subgroups to the population in general.
Furthermore, claims by the authors of such early and small scale studies which employed these subgroups have been called into question by the findings of more recent studies employing more representative samples (for example, the concept of health as the absence of illness which was once thought to be unique to working class women has now been found equally among all social classes).
Blaxter Various background information data about the respondent were also collected -basic sociodemographic information such as age, sex, and marital status; class related information such as qualifications gained, income, and social class as defined by the Registrar General; and health related information.
CONCEPTS OF HEALTH
The concepts of health in the first part of this study were derived from answers to five questions: (1) How would you describe someone who is in good health? (good health in others); (2) How would you describe someone who is in poor health? (poor health in others); (3) . The respondents were free to mention whatever they chose, and their responses were coded verbatim. The interviewers were given strict guidelines concerning prompting, only prompts such as "anything else" were allowed. The questions concerning health in self were asked at the beginning of the open ended interview, after the first part of a sociodemographic schedule had been completed. This part of the sociodemographic schedule contained a brief health history and was considered a warm up for the more abstract questions and it contained no hints concerning the notions of health or illness that might be employed. Health in self: poor health The poor health in self item was split into two questions: those who were in good health presently were asked to think about what would make them think they were not in good health, and those who considered themselves to be in poor health were asked to think how things are different from when they were in good health.
For those who considered themselves to be in good health now (the majority of all respondents), for all groups, the biomedical dimension yielded by far the most concepts, that is having complaints or illnesses would make them think they were not in good health. The numbers for those in poor health were very small, but the biomedical dimension also predominates.
BACKGROUND VARIABLES
The background variables were examined to see whether there is a strong association between models of health employed and various sociodemographic characteristics, as the published reports suggest. Only good health in others will be reported here.
Age, sex, and marital status The published reports suggest that age and sex influence the models of health employed. Blaxter, for instance, found that fitness is a concept associated with the young and with men. This was also the case in the present study on the seven categories, but on the four broader dimensions of health (when health as energy-vitality is combined with health as fitness) these differences largely disappear. Health as positive fitness is the most favoured dimension among both sexes and the younger and middle aged groups alike. The older age group (over 60) saw good health in others more often in terms of psychosocial functioning, whereas this was the least favoured concept among the younger age group. Apart from this age group, the biomedical dimension did not feature very highly for good health in the abstract. Marital status closely resembled the three age groups in the concepts of health favoured, presumably because the young are most likely to be single, the older age group most likely to be widowed, etc. The numbers in some of the categories were too small from which to draw any useful conclusions. Positive health, it seems, is about being fit, energetic, and feeling on top of the world; poor health in self and others means not being able to get through the day properly, not being able to carry out one's usual tasks, and feeling poorly. To some extent these differences may be due to the fact that the question, "how would you describe someone in good health" is a more abstract one. As has been discussed above, lay people may find it easier to conjure up images of those in poor health or what poor health in themselves means: poor health is more readily associated with incapacities or illnesses, good health has less dramatic connotations.
The effects of sociodemographic and related variables on the concepts of health advanced showed unsurprising results, given the indications from the published reports. Social class as defined by the Registrar General and based on the occupation of the respondent or of the head of household is either not an adequate discriminatory variable or there is in fact little social differentiation to be found, as might previously have been suggested.
It may be argued that closed ended questions such as the ones used in the present study, invite respondents to state that each statement is important. This certainly seemed to have been the case in the present study. However, a recent study in Australia that posed questions in a similar way, albeit using different items, was able to reduce the 33 items used to four dimensions and discriminate between the respondents perceptions on a number of items and dimensions. The original 33 items used in that study were selected from a list of ailments and diseases which a previous survey had shown were prevalent in the general population, and health topics which were considered to be important by large numbers of respondents.'4 As mentioned above, the 37 items covered in the present study were based upon results from earlier studies and also from existing health status measures. Given the indications from the unprompted notions of health, which showed up fewer differences between the variables examined than might have been expected, it may be concluded that all 37 items are important to most people. It is very encouraging that the health status measures they have been derived from do not disadvantage certain age, socioeconomic, or illness groups.
